Obtaining resources for quality patient care is a major responsibility of nurse leaders and requires accurate information in the political world of budgeting. Patient classification systems (PCS) assist nurse managers in controlling cost and improving patient care while appropriately using financial resources. This paper communicates acuity systems development, background, flaws, and components while discussing a few tools currently available. It also disseminates the development of a new acuity tool, the Patient Classification System. The PCS tool, developed in a small rural hospital, uses 5 broad concepts: (1) medications, (2) complicated procedures, (3) education, (4) psychosocial issues, and (5) complicated intravenous medications. These concepts embrace a 4-tiered scale that differentiates significant patient characteristics and assists in staffing measures for equality in patient staffing and improving quality of care and performance. Data obtained through use of the PCS can be used by nurse leaders to effectively and objectively lobby for appropriate patient care resources. Two questionnaires distributed to registered nurses on a medical-surgical unit evaluated the nurses' opinion of the 5 concepts and the importance for establishing patient acuity for in-patient care. Interrater reliability among nurses was 87% with the author's acuity tool.
M
ANY ARTICLES have been dedicated to healthcare issues such as nursing shortage, higher patient acuities, decreased length of hospital stay, and rising healthcare costs. Almeida and Persson 1 state that these issues have become a major concern of consumers, healthcare professionals, providers, and purchasers. These changes within the healthcare system have led administrators to look for improved ways to manage a broken system.
Healthcare managers are constantly trying to contain cost while still providing excellent patient care. The desire to control cost, however, has changed patient care. In the past, doctors admitted patients the day before surgery. This provided ample time for the doc-tor and nurse to provide valuable postsurgical and discharge teaching. To contain cost, however, hospital and insurance companies no longer support this service. This decreased length of hospitalization ultimately increased the average patient acuity on care units.
Patient acuity is defined as the categorization of patients according to an assessment of their nursing care requirements. 2 Owing to increased patient acuity in care units, nurses are taking care of more complex patients than in the past. Fagin 3 notes that this situation is complicated by the fact that increased demands for documentation mean that caregivers can devote fewer hours to direct care and monitoring. To counter these increasing needs, hospital administrators have used patient classification systems to document patient acuity. These tools aid in gathering individual patient care information, identifying acuity ratings, determining staffing, and assigning patient loads. The purpose of this paper is to review the literature on acuity tools, discuss the pros and cons of acuity tools, highlight currently available patient classification systems, and disseminate the data and description of the new Patient Classification System TM (PCS) acuity tool.
BACKGROUND
A literature search of Medline, Cumulative Index for Nursing and Allied Health (CINAHL), and PubMed using the search terms acuity tools, acuity scales, patient classification systems, and staffing tool identified 4 concepts crucial in validating acuity tools as they relate to patient and hospital management: (1) improvement of patient care/ outcomes, (2) proper staffing, (3) budgeting/ cost containment, and (4) nurse retention. The next section will define these concepts and how they relate to acuity tools.
Patient care/outcomes
A variety of issues have led to the inability to deliver quality healthcare. Nurses are expected to give competent patient care despite a shortage of nurses, increased care responsibilities, and higher patient's acuities (including patients with multiple chronicities). Blegen et al highlight the importance of measuring and controlling patient acuity, which they identified as the "driver" of patient outcomes. 4 Nurses are responsible for providing competent care to decrease the severity of illness and therefore decrease a patient's acuity level. 5 As leaders, nurse managers must provide an environment that supports nurses and ensures quality care. 6 
Proper staffing
Proper nurse staffing is an important part of the nurse manager's job. Low nurse-to-patient ratios are related to lower rates of adverse patient outcomes. 7 Aiken and colleagues found that when nurse-to-patient ratios go from 1:6 to 1:4, patient death rates decreased by 2.3 per 1000 patients. Cho et al found lower rates of urinary tract infections, pneumonia, upper gastrointestinal bleeding, and shorter hospital stays for patients in hospitals with low registered nurse (RN) staffing versus those with high RN staffing. 8 Hospitals where standards allowed for fewer patients per nurse had lower patient mortality rates. Negative outcomes can be minimized or avoided, with careful attention to managing nurse-to-patient ratios.
Patient classification systems and acuity tools allow managers and administrators to predict staffing needs and more accurately control nurse-to-patient ratios. Parrinello showed that acuity tools allow staffing predictions based on patient acuity as well as monitoring nursing productivity and workload. 9 In addition, acuity tools can help identify census trends used to schedule staff. For example, if the patient classifications show that more postoperative patients return to the unit on Wednesdays, the nurse manager can schedule more staff at that time to handle the increased census. Patient classification systems can help avoid poor nurse-to-patient ratios by allowing managers and nurses to more accurately reflect staffing patterns and predict future needs.
Budgeting/cost containment
Budgeting is an important part of the nurse manager's job. Careful budgeting can be beneficial for the nurse, patient, and healthcare system. Garretson notes hospital administrators are constantly reviewing budgets and patient length of stay to facilitate their institution's financial security. 10 Changes in the way hospital services are reimbursed by Medicare/Medicaid and other insurance companies have forced many healthcare professionals to change the way they manage patient care.
This has led to focused cost-containment efforts and a scrutiny of how resources are utilized. 11 Nurses comprise the largest population of hospital employees and expense 12 ; therefore, careful management is imperative in maintaining a balance between patient care and cost-effective budgeting.
One way to manage these complex budgetary restraints is the use of a patient 286 NURSING ADMINISTRATION QUARTERLY/OCTOBER-DECEMBER 2007 classification system that allows managers to track their expenses in terms of the care patients receive. 13 Without such tools, nurse managers may be bound to external constraints that may not reflect the needs of their staff and patients. Budreau et al stated that nurse managers must manage their own costs to avoid controls initiated from within the organization. 11 The prudent nurse manager can select a patient acuity classification tool that addresses the hospital administration's needs, but also reflects nurse and patient outcomes on the unit.
Nurse retention
Nurses have the honor of taking care of patients during a time of immense need and loss of control. Nurses serve those who have unmet needs by using their skills and knowledge to help other people. Why then are so many nurses burnt out, chronically calling-in sick, or leaving nursing altogether? Nurses feel a loss of control within their profession.
14 Frustrated over the lack of control and support within the hospital, nurses are looking for jobs outside the hospital setting. Reasons include the physical and emotional stresses of the job, high acuity of patients, a perceived lack of respect, and a lack of voice and autonomy within the workplace.
Nurses need a voice for the patients in their care. Acuity tools and patient classification systems allow for such a voice, giving nurses a way to communicate their needs as well as the needs of their patients. These tools allow nurses to state the acuity of their patient load, advocating for their patients' needs and determining the requirements for quality bedside care; however, the nurses themselves must have a role in implementing the acuity tool. "Involving the staff in the development of a patient classification system tool leads to an efficient and staff-valued tool." 15 This involvement of nurses in determining acuity and staffing can appeal to nursing satisfaction and retention.
Systematic changes within healthcare have affected patients, nurses, and managers. The development of patient classification systems and acuity tools has improved patient care/outcomes, staffing, budgeting/cost containment, and nurse retention. Appropriately used, these tools can help nurses and managers create a successful care environment. Therefore, it is beneficial to know their weakness and limitations to facilitate better utilization and implementation of these tools.
DEVELOPMENT OF PATIENT CLASSIFICATION SYSTEM TOOLS
Although patient classification/acuity tools are widely used by hospital management, only modest research exists on these tools. Few studies have been dedicated to establishing reliability and validity. Furthermore, researchers have failed to determine what makes a quality patient classification tool. A review of literature identified key concepts that make a quality acuity tool: the tool involves the nursing process, proves adaptable and flexible, and has credibility (reliability and validity). 13, [16] [17] [18] [19] [20] These concepts are crucial in developing a tool that continues to be relevant to management.
Nursing Process
The nursing process is the "gold standard" by which nurses give prudent patient care; however, many patient classification tools do not accurately measure the social and psychological aspects of the nursing process. McNaughton 14 writes that patient classification tools are "task oriented" and do not consider the professional components of the nursing process. For example, a nurse taking care of a patient after a total mastectomy will have various care activities. The activities will probably include JP drain care, pain control, monitoring blood loss, blood pressure, and urinary catheter care. These are tangible tasks that can easily be measured on an acuity tool. The emotional aspect of the patient, however, is equally important in the nursing process. The patient must cope with the emotional outcomes of the surgery itself, including body image disturbances, feelings of inadequacy, and loss of self-esteem. The nurse has an important role in the recuperation of the patient that includes mental health. The nursing process should be an important criterion when selecting an acuity tool.
Adaptability and flexibility
The adaptability and flexibility of a patient classification tool has important ramifications on multidisciplinary use. Rigid tools do not take into account the uniqueness of different hospitals, units of care, or patients. An effective tool should be adaptable to different environments while accomplishing the same acuity goals. According to Stilwell and Hawley, lack of flexibility within an acuity tool can hinder staffing; however, acuity tools should allow care units to forecast staffing needs, such as new admissions and unexpected discharges, rather than simply react to the fluid demands of staffing. 21 The ability to forecast is an important step in the development of acuity tools, and provides the flexibility and adaptability necessary to predict staffing and budgeting.
Credibility (reliability and validity)
Modest research exists on validity and reliability testing for acuity tools. Despite the shortage of research, the lack of a valid and reliable tool was considered an issue for managers and nursing staff. Hastings reported that a credible ambulatory care patient classification tool was nonexistent. 22 The Joint Nursing Practice Commission and Dumpel determined that nurses in California, where hospitals are required to use acuity tools, are concerned that the tools lack adequate credibility. 23 "Few tools are available and those cited in the literature tend to report minimal validity and readability and lack applicability to the setting." 24 In addition, the implementation of the tools is dependent upon the nurses using them for accuracy. Nurses have varying skill and education levels; these differences are not addressed in current acuity tools.
Although patient classification/acuity tools are widely used by hospital management, only minimal research exists on these tools, particularly regarding the credibility of the tools. Despite these shortcomings, these tools offer great promise for managers in balancing the complex and often difficult demands of managing rising costs, shrinking budgets, and diverse patient loads.
TYPES OF ACUITY TOOLS
Patient classification systems have been used since the 1960s. These systems were originally designed for the purpose of "forecasting staffing needs" and to "project and monitor workload." 23 There are 2 types of patient classification tools recognized in the literature: time/motion studies or a patient care checklist with assigned acuity scores/ratings. Acuity tools that are based on time/motion studies were developed from the industrial model of Malloch and Conovaloff 25 ; however, their model does not take into account holistic patient care. In addition, time/motion studies do not consider (a) transfers, admissions, or discharges; (b) interruptions in work fluency; (c) family dynamics; and (d) ethical, social, or psychological factors. Malloch and Conovaloff stated that time and motion studies do not capture nursing multitasking. As a result, these inefficient acuity tools can lead to overstaffing and budgeting problems.
Patient care checklists with assigned acuity scores/ratings are abundant within the literature. This type of rating system has the caregiver check off each patient's care needs, apply predetermined point values to each care need, and add up the points for each patient. This type of acuity tool can be simply a checklist created by the unit manager or a complex computer-based patient classification program such as the Sunrise Patient Acuity (Van Slyck & Associates and Eclypses) or the Trend Care Systems (Trend Care Systems Pty Ltd).
When nurse managers are designing or selecting a classification tool, the subjective or
NURSING ADMINISTRATION QUARTERLY/OCTOBER-DECEMBER 2007
objective nature of the tool should be considered. Acuity tool subjectivity allows nursing staff and management to manipulate the results. Skewing results can then lead to frustrated managers and dissatisfied employees. For example, charge nurses can skew acuity tool data to create a need for more nurses on a particular shift. The nurse manager can also manipulate data to support an increased budget proposal. Malloch and Conovaloff suggest complete objectivity is an important concept when designing a new acuity tool though it will be hard to obtain. 26 A computerized patient classification tool can achieve objectivity by automating patient care documentation during computer charting. The Sunrise Patient Acuity Scale (designed by Van Slyck & Associates) is an example of a computerized program that uses this type of programming. The benefits and limitations of subjective versus objective patient classification tools must be part of any selection criteria for nurse managers considering the implementation of an acuity tool.
As healthcare advances, and the requirements upon nurses to deal with increasingly complex disease processes progress, and higher acuity patients expand, the nursing profession must demand a broader view of patient acuity than a simple checklist or model. The abundance of acuity tools can be daunting and the distinctions between them can be pronounced or subtle. Nurse managers must therefore take the time to determine the distinctions between tools and implement a tool that suits their hospital, nursing staff, and patient needs.
DEVELOPMENT OF THE PATIENT CLASSIFICATION SCALE
The Patient Classification Scale (PCS) was developed because of the need for a more effective acuity scale. The instrument, a patient acuity rating system, is a simplistic, adaptable, nurse-oriented tool, designed to enhance communication and productivity while improving nurse and patient satisfaction. The PCS was developed in a small rural hospital where a productivity scale exclusively assisted in assigning rooms for new patient admissions. The former productivity scale was based on a ratio of nurses/patient-care technicians to patient census and focused primarily on the financial burden of providing inpatient care. As admissions of increasingly ill populations with multiple morbidities grew, the staff experienced frustrations from the overwhelming load. Realizing communication between management and staff needed to improve, the PCS was developed.
To develop a new tool, the problem areas needed to be determined. Answers to questions such as, "What takes a nurse so long at the bedside?" and "What is needed to staff effectively and maintain patient safety while producing desirable patient outcomes?" were consolidated into five broad concepts for the development of a useful new tool: (1) . medications, (2) complicated procedures, (3) education, (4) psychosocial issues, and (5) complicated intravenous medications.
In consideration of these concepts, the burden of providing holistic care in an inpatient hospital setting needs to be succinctly and simply conveyed from the nurse at patient bedside to the managers performing bed assignments. The PCS was developed to simply and accurately perform that task. With that goal in mind, these task-oriented, time-taking duties became the key concepts for the PCS tool.
Concepts and variables
The concepts of the PCS define a patient's acuity status by balancing patient hospital needs along with nursing tasks. The concepts also distinctively address patients' educational needs as well as the underlying emotional or psychosocial needs for holistic healing. The conceptual map (Fig 1) demonstrates how each of these inpatient concepts interlink, influencing each other while continuously revolving around the patient. A bedside nurse must consider each of these patient concepts while also addressing the patient's illness. Each concept addressed in the PCS has a uniquely definitive measure of nursing care provided at the bedside. Specific variables common to most nursing unit populations were used to formulate these concepts. A draft of the envisioned PCS was presented to a group of 12 medical-surgical nurses and the 5 proposed categories were unanimously supported. Conceptual definitions are listed in Table 1 .
Table 1. Patient Classification System conceptual definitions

Medications
The number of medications a patient receives during a 12-h nursing shift that must be verified against a medical doctor's order and based on standards of medication delivery.
Complicated Procedures
Task-and time-oriented procedures carried out to perform competent patient care in management of disease process and prevention of complications.
Education
Requirements for complex patient care encompassing teaching about disease processes, procedures, preventive measures, and standard facility protocols.
Psychosocial
Nursing tasks related to monitoring and intervention correlating with mental disabilities, end-of-life care, palliative care, and including personal or family dynamics.
Complicated Intravenous Medications
Task-and time-oriented distribution and monitoring of intravenous medications, blood or blood products, or hemodynamic monitoring of vascular access.
Once the concepts were identified, variables relevant for each concept were listed and ranked from 1 to 4. A higher level indicates a higher patient acuity. For example, the variable "tube feeding" ranked a level 4 in the Complicated Intravenous Medications category since it takes more time than the variable "blood sugar monitoring"ranked a level 1. Unlike the previously mentioned 5 concepts, the variables have the ability to change according to the unit and environment utilizing the tool. Examples of the different variables chosen by each specific unit piloting the PCS are listed in Table 2 . The arrangement of variables defines the accurate acuity level of the patient. Medications were scored on a level of 1 to 4 depending on the number of medications the nurse was responsible for giving and accurately checking for each patient. The variables for Education remained the same from unit to unit, primarily focusing on basic education for common diseases such as congestive heart failure, diabetes, and smoking cessation. Education also included consideration for multiple chronicities, as well as the pre and post procedures of monitoring and preparation. The Psychosocial category reflected illnesses such as depression, bipolar disorder, and palliative care. This category also included family dynamics in the highest acuity ranking. The ability to allow each unit to choose variables suited for their specific population and specialty concerns not only defined their acuity but also enhanced communication about specific patient requirements.
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Besides using the PCS as an acuity measure for patient placement, the rural unit also used the PCS tool as a means of giving report from shift to shift. This not only ensured shift updates regarding the acuity level of patients but also ensured accurate information exchange between staff, interdisciplinary departments, and middle management positions.
Acuity ranking
The simplicity of the PCS is found in the layout (Fig 2) . The nurse begins ranking the patient with the highest classification, column 4. If the patient met the criteria set by the variables for the fourth category, the nurse's objective is fulfilled. A 4 is placed in the score column of that particular concept and this process continues until each concept row has been scored. Once a total sum of all concepts is achieved, it is divided by 5, the number that reflects the 5 major concepts. The final number becomes the patient's acuity rating. Since often the final number is not a whole number, nurses must round to the nearest whole number.
Reliability and validity
In the test studies, this tool was well received. Participants particularly liked that the development started with the bedside nurse who developed variables that reflected nursing concerns and demands. A multimodal process was used to validate the PCS tool. Participation was strictly voluntary and anonymous.
Two questionnaires were distributed for evaluation to RNs working on a medicalsurgical unit as either staff, middle management as charge or coordinators, or an educational specialist. Nurses had an opportunity to look at the PCS, read an explanation of how to use it, and then apply the tool to a patient. Once the tool was used, nurses could complete the questionnaires to evaluate the PCS.
The first questionnaire was an 8-item Likert scale questionnaire with 6 questions, each having a 5-item response. The responses ranged from "extremely effective" to "very ineffective." The last 2 questions allowed for professional opinions on the strengths and 292 NURSING ADMINISTRATION QUARTERLY/OCTOBER-DECEMBER 2007 weaknesses of the tool. These opinions are reported later.
The second questionnaire, a relevancerating tool, assessed the nurse evaluator's expert opinion of the 5 concepts of the PCS tool and the concept's perceived importance for establishing patient acuity for inpatient care. After a 2-week period, 14 effectiveness questionnaires, 10 relevance questionnaires, and 31 completed "practice" tools were available for analysis. Any questionnaire with missing ratings was not used for data analysis.
In addition to these data sets, 15 PCS tools were completed to help establish interrater reliability. These 15 tools rated 5 patients who were each evaluated by 3 nurses during the same 12-hour shift. The nurses were instructed not to collaborate on patient ratings. The charge nurse of each shift was also made aware of this process and helped to facilitate the effort to collect accurate data.
Effectiveness
Nursing opinion of the effectiveness of the PCS tool as evaluated via the first questionnaire is depicted in Figure 3 . Effectiveness was determined by a rating greater than "neutral." The bullets below summarize the findings.
• Seventy-seven percent (n = 12) rated the tool effective in its ability to serve as a nurse's voice about the patient's care.
• Sixty-four percent (n = 9) believe the tool accurately discriminates between patients, showing its usefulness in staffing considerations.
• More than 55% (n = 7) believe the categories represent the patient accurately, while 45% (n = 6) rated this question in the neutral response.
• Fifty-eight percent (n = 10) stated the tool could be completed in a timely manner.
Relevance Figure 4 shows the analysis of the ratings of the 10 "relevance" questionnaires. Of the 10 RNs evaluating the tool, 3 were nurse educators, 2 were clinical coordinators or charge nurses, and 5 were staff nurses in a metropolitan hospital on a medical-surgical floor. All agreed that the concept of medication administration must be considered in acuity standards. In contrast, complicated intravenous (IV) medications and psychosocial issues were the only conceptual categories to be ranked in the "not relevant category," though only 10% (n = 1) ranked these categories in this manner (ie, only 1 of 10 experts considered these concepts irrelevant). No explanations of ratings were shared by the RN. The conceptual categories of education and complicated procedures were ranked by one RN as "unable to determine relevance."
Overall, the 5 conceptual categories in the PCS tool maintained an "effective" content validity index. 27 the index is determined by comparing the number of experts ranking the measure in the "relevant" or "extremely relevant" category to the "greater than" or "majority rankings." This is an opinion-based analysis using the expertise of professionals in their specific field. In this analysis, only 1 reviewer ranked 4 of the 5 categories below the "relevant" rating. Therefore, the majority opinion of each category achieves the measure of "relevant" and "succinct." The 2 charts in Figures 5 and 6 show the rating results of the 31 sample tools used by nurses to rank their patients during the pilot period. Figure 5 reflects the diversity of patient care captured by the PCS tool.
The next chart, however, shows how the differences of patient diversity will not skew the patient acuity ratings. Although the many different ratings occur, 45%, almost half of the patient population remained within acuity level 2 and 29% ranked in level 1. If the majority of patient acuity remains within levels 1 or 2, then the higher acuity patients, those requiring more complex care, can be dispersed equally among the staff. This promotes better harmony with equal patient loads. In addition, this approach better disseminates valuable information about patient care among staff, while also allowing middle management to catch a glimpse of the demands of patient care.
Interrater reliability
Fifteen of the completed PCS tools compared the ability of 3 nurses to rate 1 patient the same way without collaboration during the same 12-hour shift. Figure 7 demonstrates the evaluators' ratings for the 5 patients. The first patient had multiple chronicities including atrial fibrillation, diabetes, high blood pressure, and multiple myeloma as well as reverse isolation. Raters 1A and 1C both ranked the patient at an acuity level 4. Rater 1B ranked the patient, however, at an acuity level 2.
The second patient who had sundowners syndrome was at risk for a fall. Needs included education about multiple chronicities, challenging personal and family dynamics, and frequent insulin monitoring. The 3 raters ranked the second patient identically. This patient was an acuity level 3, with 1 to 5 medications distributed per shift and requiring wound care for more than 10 minutes.
The third patient required low wall suction of a nasogastric tube, dressing changes, infusion of total parenteral nutrition (TPN), and was considered a falls risk. on patient number 3 using the PCS, rating the patient at an acuity level 3.
The fourth patient needed respiratory monitoring, education on congestive heart failure and diabetes, and required 6 to 10 medications per shift. This patient represents the flexibility of the PCS tool. The 3 raters agreed on the overall acuity rating of level 2 even though 2 category ratings differed.
Poor markings on the PCS tool hinder elaboration on the condition of the fifth patient. The fifth patient represents an agreement of raters in only 1 category. The complicated procedures category shows a falls risk patient in isolation needing bariatric equipment. Rater 5C did not choose the pre or post procedure category while the other raters did. Patient 5 demonstrated that the tool requires complete use; otherwise, the improved communication is disrupted.
For the overall acuity ratings of the patients, only 2 raters among the 15 disagreed. Raters 1B and 5B chose different acuity levels for the patients they rated. The remaining 13 nurses agreed on the acuity level for the patients assessed, indicating 87% agreement.
Strengths and limitations
The questionnaire evaluating the reliability and validity of the PCS included a comments section where each professional completing the questionnaire could express his or her thoughts about the strengths and weaknesses of the PCS tool. Those evaluating the PCS also offered suggestions for enhancing the program. Comments are listed in Table 3 .
A limitation noted during the pilot period was the need for education on appropriately completing the tool, as evidenced by 32% (n = 5) rating the tool ineffective in being user friendly. Two RNs suggested an in-service would better help in understanding the tool. The PCS was also developed for manual completion and has not been tested in a computerized setting. Finally, the PCS has been tested in only 3 nursing specialty settings, 2 medical surgical floors, and an overflow unit. Further studies would help highlight any issues for validity of the tool in other nursing settings.
Comparison with other tools
There are many differences between the PCS and other acuity tools. A primary objective of the PCS tool is to incorporate time-oriented nursing tasks. Most nurses Table 3 . Reported strengths and weakness of the Patient Classification Scale Strengths "A start to classifying patients concretely" "It should help with making fair assignments" "Good categories" "Working at the number of medications given during the shift is great" "User friendly, very uncomplicated tool" "Includes psychosocial and education" "Includes education and psychosocial considerations" "The strength is in the acuity measurements" "Great baseline and guide for assignments and helpful quick reference" "It shows what is really wrong with the patient" "It evaluates the time and frequency required for interventions" Weaknesses "Not sure if all information is effectively captured" "When adding up the score and dividing by 5, I don't believe the scale is accurate at all" "Confused about the standard of medication" "It is somewhat confusing at the beginning" "How would you go about making patient assignments with the acuity numbers? "How do you avoid one nurse being assigned a higher acuity" "Not sure how the tool is used for assignments or the total assignments a nurse has" "Must have unit-specific information, which could be biased. Unit consensus may be difficult to obtain. Suggest to give more information on staffing ratios" "May need more variables to each concept" "It takes too long" agree the time taken at the bedside to give competent nursing care is an effective reflection of patient acuity. While time management is considered in all conceptual fields, medication distribution, performance of nursing procedures, and management of complicated IV medications demand the highest priority in time management.
The primary focus of the PCS tool is the patient, not the financial priorities of an institution. However, use of the PCS to document actual care provides data for nurse leaders to use in making a case to fund appropriate resources for patient care. Communication of patient acuity begins at the bedside with the first inpatient nurse who assesses the patient. The acuity level is then reevaluated every shift using the PCS. The tool accommodates changes that patients experience throughout a hospitalized illness episode. Because the tool as currently designed is paper based and not computer based, it does not have to be a permanent part of the chart and as such can be used as a "kardex." Along with the focus on nurse-patient needs, the PCS tool includes patient education and psychosocial issues needed for holistic care. Finally, the PCS tool can be used as a means of report, for interdisciplinary communication, and to make appropriate assignment of those patients being admitted to the unit.
Implications for nursing managers
The simplistic nature of the PCS tool, having only 4 levels for acuity, makes this acuity system unique. The tool's ability to differentiate significant patient characteristics allows for equality in patient dispersal among staff. Differentiating patient characteristics makes managing patient care easier since all level 4 patients will not be cared for by the same nurse.
The education component provides an additional use beyond addressing education of illness and disease process. The trial hospitals chose to place their critical nursing indicators for patient outcome measurements in the 298 NURSING ADMINISTRATION QUARTERLY/OCTOBER-DECEMBER 2007 education category, which ensured patients were easily identified who needed to receive education on a particular topic. This helped to remind nurses to perform particular tasks such as giving smoking cessation packets or a daily weight refrigerator grid to patients with congestive heart failure.
One manager hopes to utilize the tool as a means of discussion, giving light to yet another use of the PCS tool. At times the manager has found the numbers of nurses or patient care technicians exceed the allotted staffing productivity numbers. The PCS will be used as a source to justify the need for the extra staff by objectively describing the patient load and burden of care placed on staff to meet each patient's specific needs.
CONCLUSIONS
In conclusion, the PCS tool serves as a report tool, education reminder, holistic perspective of patient needs, and voice for managers when rebuttal is needed for overstretching productivity numbers. The tool can also be a nurse's voice about the rigorous demands and time-consuming tasks that must be performed for varied hospitalized populations and serves as a means of communication to others not at the bedside. Systematic evaluation of this tool revealed that with adequate education about the tool's application and more user-friendly instruction, the PCS is a major asset for nursing management, staff, and, most important, the patient.
